Background. Rates of pain among veterans are as high as 60%; rates approach 80% in women seeking Department of Veterans Affairs (VA) care. Prior studies examined experiences managing pain in community samples, with gender disparities observed. As the largest national integrated health care system in the country, the VA offers a unique environment to a) study perceptions of pain care among men and women and b) contrast experiences using an integrated health care setting with prior observations in the private sector. Methods. A purposive sample of chronic pain patients was recruited to qualitatively describe perceptions of managing pain in an integrated health care system (VA) and to explore gender differences. A constant comparative approach with sequential analysis was used to reach thematic consensus. Results. Ten focus groups (N ¼ 48; six groups of women [N ¼ 22]; four groups of men [N ¼ 26]) revealed an overarching theme, "just keep plugging," which reflected pain as a constant struggle. Three subthemes emerged: "always a reacquaintance process" described frustration with the use of trainees in the medical center. The need to navigate "so many hoops" referred to frustrations with logistical barriers. "To medicate or not" reflected tensions around medication use. A distinct theme, "the challenges of being female," reflected women's perceptions of stigma and bias. Conclusions. Most of the identified challenges were not unique to the integrated setting. Findings revealed advantages to receiving pain care in this setting. Tensions between patient expectations and guidelines governing provider behavior emerged. Improved patient education, provider communication and sensitivity to the unique needs of women may optimize care.
Introduction
For the millions of Americans living with high-impact chronic pain, the experience is associated with physical disability and impairment. The loss of function in a variety of domains is also prominent. These include activities of daily living, interpersonal relationships, social activities, sleep, psychological well-being, and employment [1] .
Financial strain associated with lost work days, loss of employment altogether, and/or medical bills is also prominent. The etiology of pain is often unclear, resulting in challenges with treatment. Accordingly, individuals with pain may struggle when interacting with the health care system, where they complain that providers do not believe they have pain or that treatments/providers are illprepared to alleviate it. Women, in particular, report a pressure to appear credible when discussing pain with providers [2, 3] , and patient gender has been found to influence physician pain management decisions in ways that favor men [3] [4] [5] .
Previous qualitative studies investigating satisfaction with primary care management of chronic pain reveal that patients frequently report feeling disrespected and suspected of drug-seeking, of having pain complaints treated as trivial, of having difficulty securing medications for pain, and of having limited pain treatment options; some went as far as to say they were treated as "burdensome" to both providers and ancillary office staff [6, 7] . Patients in community settings have also reported systemic barriers (e.g., wait times) that limit access to providers when they need prescriptions renewed or when experiencing pain flares [6] . Provider access to medical records and treatment histories has also been cited as troubling, particularly in instances when patients' regular providers are unable to see them [6] .
Previous research suggests that providers also report frustrations managing chronic pain [8] . Upshur et al. [8] found that frustrations with patients over perceptions of suboptimal self-management and medication misuse were identified as salient barriers to adequate pain care and opioid prescribing. Additionally, providers felt they were inadequately trained to treat pain and described low satisfaction with delivering pain treatment. Thus, patients and providers alike are grappling with the chronic pain problem.
In its 2011 report, Relieving Pain in America, the Institute of Medicine (IOM) concluded that chronic pain in the United States is not optimally addressed [9] . They point to several factors that contribute to this, which include a) inadequate knowledge about the treatment of pain, b) vast differences in provider preferences regarding the management of pain, ranging from over-reliance on opioids to refusal to prescribe them, c) insurance mandates that preferentially reimburse aggressive interventions (e.g., surgery, injections) over less invasive or comprehensive approaches that may be more beneficial (e.g., chiropractic, physical therapy), d) the perception that physicians are insensitive to pain concerns, and e) differential treatment expectations/care priorities among patients and providers that lead to frustration and anger [9] . Among its findings, the IOM also reported that women, in particular, are at elevated risk of suboptimal patient-provider communication and that they are more likely to experience stigma regarding pain in health care interactions, which may be associated with longer time to diagnosis and poorer pain outcomes.
Studies have primarily examined experiences managing pain in community outpatient primary care settings where the experience of doing so may be fragmented [6, 8] . Integrated health care systems theoretically address many of the concerns mentioned above by patients and by the IOM. Indeed, integrated care systems may be particularly advantageous for patients managing complex conditions like chronic pain because they offer a) comprehensive services across the continuum of care, b) a focus on patient-centered care (e.g., use of needs assessments to drive care), c) rostering to allow patients to seek care outside the system if access is difficult, d) care delivery through interprofessional teams to promote continuity and access to interdisciplinary treatments, e) use of evidence-based practices/best practices/ uniform guidelines and decision-making tools to inform care, f) the use of electronic medical records (EMRs) to improve coordination and communication, g) the use of well-developed monitoring systems and information systems to assess performance and improve outcomes, and h) removal of interference in care by third party payers [10] . Although integrated care systems may offer some benefit in the management of chronic pain, it is unclear whether they offer any advantage over nonintegrated care systems with respect to patient-provider concerns and stigma.
As the largest national integrated health care system in the country, the Department of Veterans Affairs (VA) offers a unique environment to study perceptions of pain care among chronic pain patients. Rates of pain among veterans are as high as 60%, higher than those observed in civilian samples [11, 12] . Among patients seeking VA care, rates of pain are even higher among womenapproaching 80% [13, 14] . Women also represent the fastest growing segment of VA patients, with over 57% of post-9/11 era women electing VA care compared with 11% in prior eras [15] . Women report greater pain intensity, pain-related disability, and affective distress and lower levels of emotional/social functioning than men, and women veterans with painful conditions who utilize the VA are more likely to carry a mental health diagnosis than men [16] [17] [18] . Though women and men are likely to utilize a range of VA treatment modalities to manage pain, women tend to utilize VA care at greater rates and report 38% less satisfaction with pain treatment [19] [20] [21] . Because rates of pain are high among veterans, generally, and women veterans specifically, this study uses qualitative methodology to explore and compare the challenges men and women perceive when using an integrated health care system to manage chronic pain. Findings will be discussed in relation to the previously identified challenges managing pain in community samples and the potential advantages of doing so in an integrated health care setting.
Method
Qualitative inquiry is a recognized research approach to gain understanding and insight from the perspective of the target population. The present investigation used an inductive descriptive qualitative framework that employs a grounded theory approach to data analysis [22, 23] . The use of focus groups was chosen as a method that fosters a safe, nonjudgmental environment in which to explore thoughts and experiences and understand perspectives, similarities, and differences [24] . A minimum of three to four groups consisting of four to 12 participants is recommended to achieve study aims and gain a comprehensive understanding of the issue at hand [24, 25] . The format for conducting a focus group included a moderator with experience (MAD) and an assistant moderator to foster each patient's voice and the group conversation as a whole [26, 27] . The moderator started the group with a review of the study's purpose, the informed consent process, and a discussion of confidentiality. Using a semistructured interview guide, the moderator proceeded to an introductory open-ended question that included a list of possible probing questions to facilitate rich data gathering (see the Supplementary Data for the interview guide) [24, 28, 29] . The role of the assistant moderator was to record detailed notes, help monitor the discussion, and debrief with the moderator at the end of the group [26] .
Data Collection and Analysis
Each transcript was read in its entirety to gain the essence of the patients' experience [30] . Following the first read, each transcript was analyzed line by line, and descriptive and in vivo codes were assigned [30, 31] . Codes were not preconceived but emerged for the line by line coding process [22] . The coding process was iterative and proceeded with comparing and contrasting codes (e.g., looking for redundancy, overlapping codes) [30] and moved toward developing pattern codes, often referred to as categories or themes [31] . This process of coding is commonly called the constant comparative method, originally described by Glaser and Strauss (1967) and later by Glaser (1992) [22, 23] . Coding was done independently by two researchers (MAD, MTK), who reviewed transcript by transcript and then across transcripts for the iterative process of moving from in vivo codes to coding patterns and achieving consensus of the emerging data [30] .
Measures
Quantitative descriptive data were also collected before the group interview from a demographic form that recorded age, gender, race/ethnicity, disability status, average pain over the past three months, duration, and locations of pain.
Sample
A purposive sample of male and female veterans who reported moderate to severe noncancer pain (4/10; 0 ¼ no pain to 10 ¼ worst pain imaginable) on at least two outpatient visits in the prior year and a referral for pain specialty care were recruited for gender-based focus groups. The decision to conduct gender-segregated groups was predicated on prior research suggesting that women veterans, particularly those with military sexual trauma (MST) histories, may be reticent to seek care in mixed-gender settings. Given that 20% of women veterans endorse MST-with rates as high as 50% in women veterans with pain [32]-we felt strongly that mixed-gender groups could limit participation by women. Potential participants were identified through the EMR. After obtaining permission from their primary care provider, a letter was sent inviting them to participate in the study. Potentially eligible veterans could opt out of being contacted by returning a prestamped card or calling the research staff. Those who did not opt out were contacted to participate in a brief telephone screening to confirm eligibility. Alternate recruitment strategies included posting flyers inviting participation throughout the medical center, staff-led recruitment tables, and direct referrals from providers. Exclusion criteria included a) a current cancer diagnosis, b) a psychiatric hospital admission within the prior 30 days, c) inability to speak English, or d) refusal to be audio-recorded. Interested and eligible veterans were invited to participate in a focus group, where they provided informed consent before the focus group commenced. This study was approved by the institutional review board at the local VA health care system.
Results
The sample consisted of 48 patients who receive care at a Northeastern VA integrated health care system: four focus groups of men (N ¼ 26) and six groups of women (N ¼ 22). The majority of men were white (77%), with an average age (SD) of 60.2 (8.85) years, reported a mean pain intensity score of 6.15/10 (1.73), and reported an average pain duration of 14.24 (12.19) years. Most women were also white (64%), younger than the men (average age ¼ 55.2 [14. 07] years), reported pain intensity scores of 7.00/10 (2.09) and average pain duration of 16.20 (12.25) years. Men and women reported pain in many locations, 4.28 (men) and 5.17 (women) locations on average, suggesting a high degree of pain complexity. Twenty-two percent of men and 41% of women received VA disability benefits.
Thematic Findings

Just Keep Plugging
Patients described the overall experience of managing chronic pain in an integrated health care system as a phenomenon that required them to "just keep plugging" (Figure 1 ). This experience was described in the context of everyday life, as pain interfered with mobility, work, social, and family activities. The overarching theme of "just keep plugging" was not gender specific, though women reported greater interference in daily activities. Across genders, the struggle to effectively manage chronic pain was hampered by several concerns, represented by three supporting themes that crossed both genders and explained how patients who utilized the VA's integrated health care system, exclusively or in combination with private sector care, struggled to manage their pain. These included: "always a reacquaintance process," "so many hoops," and "to medicate or not to medicate." The concept of persistence related to struggling with chronic pain every day was also evident, highlighted by: "pain is my companion and just doesn't go away." A separate theme, "the challenges of being female," was unique to women (see the Supplementary Data for a succinct description of themes and representative quotes).
Always a Reacquaintance Process "Always a reacquaintance process" described the use of medical trainees in the integrated health care setting, with patients subject to rotating providers that were often new to the patient, depending on frequency of visits. Patients described the frustration of starting all over again with each new provider, "tired of retelling my story." The patients all had a history of VA health care utilization and felt that providers, particularly those who were new to them, should have reviewed their EMR and been prepared. This is illustrated by "didn't you read your notes"? The lack of consistency of providers was perceived to result in limited follow-through and coordination. Patients described this phenomenon as "passing the buck," meaning that once the visit was complete, the treating provider didn't feel a responsibility to follow through with the patient.
The use of the EMR also influenced the patient-provider interaction; patients perceived that providers were more focused on the computer with minimal eye contact during the initial part of visits. Cumulatively, what appeared to be a lack of previsit preparation and tension in communication resulted in a perception that providers lacked a level of respect and compassion that patients desired; this was particularly salient among women. This dissatisfaction was more pronounced in the specialty care setting, and less so within primary care, where patients with established, trusting provider relationships were more satisfied.
So Many Hoops "So many hoops" illustrates health care delivery barriers within the integrated health care setting, specifically outpatient care. The barriers included referral practices to specialty clinics, limited communication across providers, wait times for appointments and referrals, and care coordination when receiving care within and outside the VA simultaneously. Wait times for specialty referrals were sometimes cited as lengthy. The patient quotes "takes forever" and "always waiting" captured these difficulties. Appointment scheduling was hindered by reliance on a call center, which patients found frustrating. In particular, they cited being on hold and experiencing challenges attempting to change or confirm appointments using this system. Several women who relied on subsidized cell phones noted that they did not have the minutes to remain on hold. Women, more so than men, also reported that appointment times were inconvenient, particularly when they were required to come frequently for care (e.g., physical therapy), citing competing demands. Despite this, several patients noted that they would ask staff to pull up a list of their upcoming visits in the EMR and coordinate with those to reduce travel, wait time, etc., with good benefit.
Transportation issues were noted, as many patients rely on subsidized transport. Coordination between VA and non-VA services was also highlighted as a challenge. One patient noted that the lack of communication resulted in multiple tests because VA providers could not access results from outside testing and vice versa.
Just keep plugging
Always a reacquaintance Process
So many hoops
To medicate or not to medicate
The challenge of being female Figure 1 . The experience of managing pain in an integrated setting is captured by an overarching theme: "just keep plugging." Several subthemes describing specific challenges emerged. "Always a reacquaintance process" captures interpersonal frustrations encountered when seeking pain care in the integrated care setting. "So many hoops" refers to logistical and systemic barriers to pain care. "To medicate or not to medicate" highlights patient/provider tensions around the use of pharmacologic and nonpharmacologic pain interventions. A final theme, "the challenge of being female," was relevant for women only and refers to perceptions of stigma and bias encountered in the predominantly male setting.
By contrast, women with multiple intersecting pain conditions often felt they had better luck securing appropriate pain care using fee-for-service care in the community. Despite the "hoops" highlighted above, many patients were pleased with the VA's internet-based communication system, My HealthyeVet, which allows them to view their medical record, schedule/cancel appointments, view upcoming appointments, request prescription refills, and communicate directly with their care team via secure email. In fact, many noted that this facilitated access to care and reduced frustration. Despite reported transportation barriers, those who could avail themselves of the VA's shuttle system, which provides transport between VA facilities, felt that this generally facilitated access to care. Moreover, particularly among men with multiple comorbidities, it was highlighted that "the continuity (of VA care) is better than on the outside" and "I do everything at the VA and had them catch medication problems." One male patient, who had been treated outside the VA most of his life, opted to move his care to the VA for this reason. He noted, "I've moved [my care] here to get all the doctors together; if my orthopedic doc needs to talk to someone, she picks the phone up and calls them that day, and I get an answer. Outside doctors, you don't hear for two, three, four weeks." Still another noted that though he could get care cheaper outside the VA using his private insurance, he also opted to move his care to VA for this reason. Another said, "Overall, the VA, this place gets a bad rap. Sure, I mean there are problems in certain clinics but I'm still here. I'm 100% disabled. I don't think I want to go anyplace else, really." Finally, secondary to reimbursement rates in the community, several who had been dual users of integrated and outsourced care noted preferring the VA because they felt discriminated against in the community.
To Medicate or Not to Medicate "To medicate or not to medicate" represents challenges both within the integrated health care setting and in the private sector in the provision of pain care. Specifically, there was a tension between patients and providers regarding the pharmacologic management of chronic pain. There was also a continuum of attitudes among patients ranging from the need for pain medication to being averse to it. Additionally, changing policies reflecting decreasing reliance on opioid prescribing also caused tension. There was consensus among a small group of patients that providers were focused on pharmacologic prescribing for pain, illustrated by "they're quick to give a medication." Others were impressed that they "didn't push drugs," but instead opted for more conservative approaches.
By contrast, other patients were dismayed that providers in this setting seemed reluctant to prescribe opioid medication and, for those who were already prescribed opioids, by a tendency to reduce the doses. "It's like because of all the stuff that's going on with people abusing it, people selling their medication and stuff like that, it affects other people that really do need it." And "I think it's hurting people that really need it. Doctors are scared to give it [pain medication]." Perceptions of discrimination were voiced by male patients who felt that being a veteran in a VA facility was sometimes a "double-edged sword" in that the "atmosphere and tone are already set" to appropriately and effectively accommodate the needs of veterans, but it can be a "strike" against you because providers are sometimes biased against those seeking medication for pain. Of those prescribed opioids, several were confused and angry about the need to sign opioid agreements and to submit for urine screens, noting that this process made them "feel like a drug addict."
Those who reported that their providers engaged them in open dialogue about the risks and benefits of pharmacologic and nonpharmacologic options and/or those who felt heard by their providers appeared to be most satisfied, even if improved pain was not the outcome. For example, one patient noted, "Just because they don't work shouldn't mean you're not satisfied with the care and treatment you're getting." Another noted, "My primary is excellent. She works with me very well if I have a problem. We sit down and discuss it." This was noted across both genders, though many women reported a reluctance to ask for solutions and options. One woman described, "I think it's drilled into us from basic training. You don't want to bother anybody; you don't want to stand out. Do enough of that in the military."
The attitudes toward pain medication across the continuum from needing it to being averse to it were particularly prominent among those who had a history of substance abuse. Many of these patients felt discriminated against and stigmatized. Many felt that medications were their only option to feel better, were angry that they were denied medications, and were inclined to self-medicate using alcohol or street drugs to obtain relief, as illustrated by the following: "I said I need pain killers because that's what it's for, pain. . . . My primary won't give me what I need to satisfy my need. . .so we medicate ourselves and become numb." By contrast, others who previously struggled with substances acknowledged the importance of balancing recovery with a need for relief and felt stigmatized by what they perceived as a one size fits all policy against prescribing to former substance users.
There was a perceived gap in addressing the physical and psychological ramifications of chronic pain in their daily lives and the need for psychosocial support, as illustrated by the following: "I think they don't really differentiate between physical and psychological pain and their relationship. . . . You can't really separate those. . . . If you have physical pain, it's going to develop into psychological pain." Patients noted that they were regularly asked about the intensity of their pain using a 0-10 rating scale, but health care providers rarely asked how pain affects their function and daily life: "They only ask you a pain level [a number]; that's all they ask you." Some patients also stated that providers in this setting often prescribed an antidepressant as an adjunct to, or instead of, pain medication. In these instances, they felt they were not adequately informed about how or why this medication could be helpful. Many, especially women, expressed fears about side effects, especially in the setting of comorbidities.
Many patients expressed a need for nonpharmacologic alternatives, alone or in conjunction with medication, to manage their pain. Many noted accessing pain self-management (PSM) or interdisciplinary pain programs throughout the VA's integrated health care setting, such as behavioral pain management research studies or clinically available group and/or individual treatments, with positive outcomes; they "helped a great deal." Women were particularly interested in conservative modalities such as chiropractic, physical therapy, aquatherapy, yoga, and acupuncture. All patients were frustrated that nonpharmacologic options in this setting were timelimited. Many expressed a desire to incorporate these treatments into their regular pain management regimen rather than as an option to address pain exacerbations. Despite greater interest in nonpharmacologic alternative therapies, women observed that they were generally less informed than men about the options available to them at the VA. Notably, women placed great emphasis on exercise-based interventions but lamented limited access to pools and gyms in their communities, noting that access empowers self-management and maintenance of functional improvements derived from previous treatments (e.g., physical therapy).
The Challenges of Being Female
One theme, "the challenges of being female," was unique to women in this integrated health care system. These patients reported the presence of multiple intersecting pain conditions, many of which are more common in women (e.g., fibromyalgia, migraine) and were perceived to be poorly understood by providers who predominantly see men. The complexity of their pain, coupled with concerns about or sensitivities to medications prescribed for their many comorbidities, prompted many to suggest that providers, even well-intended ones, "were baffled" or unsure what to do with them. This resulted in the patients feeling as if pain went unaddressed. Many perceived that providers approached them with a general disregard or disbelief about their pain, as if they were "making it up" or "he says it's all in your head. Go to mental health."
Women frequently acknowledged weight as a factor that complicated pain and noted that providers often pointed to this as central to their pain treatment; this was not articulated among men. Women felt this was insensitive and indicated that by focusing on their weight, providers failed to address their larger pain concerns. In fact, one woman preempts every new pain specialty appointment with the following, "I know I am morbidly obese. Now that we have that out on the table, let's discuss my pain." Despite this, women were nevertheless in agreement that losing weight would improve pain and expressed a desire to do so. They were, however, dissatisfied with the options offered to them, noting that the VA's weight management program, particularly the physical activity component, is designed for "older men." They further noted that they had limited opportunity to socialize with other women and that women-centered pain programs would be both encouraging and validating.
Discussion
This qualitative investigation examined perceptions of and challenges utilizing an integrated health care system to manage chronic pain among men and women. Findings reflect perceptions of stigma and bias among women in this predominantly male setting. Many of the findings reflect the challenges inherent in managing chronic conditions like pain are well documented in the private sector [6, 33, 34] . Additional results suggest that there may be some unique and important advantages to managing pain in an integrated health care system like the VA. Finally, results reflect a general discordance between patient expectations and guidelines governing provider behavior. They also suggest that many recent VA priorities promoting safe and effective pain care are well received by patients.
Gender Differences in Perceptions of Care
The finding suggesting "the challenges of being female" is notable given recent research documenting rates of painful musculoskeletal conditions in patients using VA care. Specifically, women are disproportionately likely to present with multiple pain conditions and with diagnoses like fibromyalgia, which are marked by controversial etiology and stigma [18, 35] . Because women currently represent only 8% of VA utilizers, providers may be less familiar with these conditions. Moreover, Higgins, et al., reveal that mental health comorbidities are more common in women veterans with chronic pain, which may complicate treatment and exacerbate stigma [18] . These findings are not altogether inconsistent with research in the private sector documenting the difficulties women with pain report in terms of being a "credible patient" [2, 3] . The observation that providers often focused on weight as the primary target for pain relief was experienced as insensitive by the women in this sample. This finding also mirrors findings in civilian samples, where weight bias is frequently observed [36, 37] .
Previous research suggests that insufficient knowledge about VA services has been a barrier to care among women veterans [38, 39] . Women in the current sample were notably less informed about the availability of certain treatment modalities, particularly complementary and integrative health (CIH) modalities, which may be due to concerns about bothering providers with questions, as one women noted. Additionally, many women routinely receive the majority of their care in standalone clinics (as was the case in this sample), and traumatic histories often make them reluctant to interact with male veterans. Much of the exchange of information about available services within the VA is transmitted from patient to patient in common areas that many women are reluctant to frequent. Despite this, women articulated a strong desire to use CIH modalities to manage pain and a stronger reluctance to rely on medications than menmainly due to side effects that interfere with daily living. Perceptions that providers may have knowledge gaps when it comes to treating pain in women, coupled with perceptions that they are not heard or that their pain is not real, are consistent with findings from the IOM and from past research suggesting that women may be disadvantaged with respect to pain care [2, 4, 5, 9] . Previous research with pain patients conducted in the private sector revealed that men and women both struggled to be validated with respect to pain [6] . In the current sample, this finding was unique to women.
Advantages and Challenges Managing Pain in an Integrated Health Care System
The present findings suggest that the experience of managing pain using an integrated health care system is not without challenges. Noticeably absent from the highlighted difficulties were concerns cited in previous research about access to records, difficulty getting prescriptions filled, and limited pain treatment options [6] . Indeed, use of the EHR facilitated provider access to records, and use of web-based platforms hosted by the VA facilitated appointment scheduling and prescription refills during urgent situations. Exercise, selfmanagement, CIH, and interdisciplinary modalities were also lauded as critical treatment options. Findings suggest some advantages to managing pain within an integrated health care setting. Additional advantages highlighted by the current sample revealed that many of those with complicated presentations and comorbidities felt more comfortable migrating all care into the VA's integrated health care setting given the availability of a well-connected and coordinated network of providers. These findings echo recent reports comparing the VA with the private sector on key metrics that conclude that the VA performs as well or better on care coordination and quality measures [40, 41] .
Among the disadvantages cited by the present sample, several were consistent with those reported by Uphsur et al. [6] . Both samples reported dissatisfaction when unable to see their assigned provider, though the nature of the distress differed across the samples. For those in the community outpatient setting, patients with pain were distressed because without an EMR alternate, providers had no way to access their history, current diagnoses, or treatment regimen, which sometimes resulted in care delays. Within the integrated health care system, distress was largely focused on the need to become acquainted with someone new and concern that the new provider might not be adequately informed about the patient's history despite access to records. Both samples cited difficulties securing pain medications and feeling stigmatized as drug-seeking [6] .
Other challenges included frustration with logistical barriers to accessing pain care that include transportation concerns, wait times, and scheduling. Many of these barriers (e.g., access and scheduling issues) are not unique to the VA-indeed, the IOM documented this as a pressing national issue in its 2015 report "Transforming Health Care Scheduling and Access: Getting to Now" [42] . The 2015 IOM report calls on federal agencies, like the VA, to spearhead initiatives targeting improved access. Integrated health care settings, like the VA, offer the ability to track, intervene in, and improve these issues [42] . For example, acknowledging concerns about access, Congress moved quickly to pass the CHOICE Act in 2014, which allows veterans to receive a community referral in cases where distance or wait times present barriers [43] . The current interviews took place shortly after the VA CHOICE Act was passed but before it was fully implemented, and results should be considered in light of this. More recent tracking reports suggest that VA wait times are as good as or better than those in the private sector [40, 44] . This may be because, as a large integrated health care system, the VA has leveraged resources to develop, implement, and monitor additional initiatives through its Office of Connected Care, which has improved access through virtual technologies [45] . Since the 2014 access crisis, the VA has also implemented an Office of Access and Quality to publicly communicate information about wait times and satisfaction with care at each facility as a means to ensure transparency [46] . In a 2017 update on his 100th day in office, Dr. Shulkin, the former VA Secretary, noted that existing VA initiatives had done a "significant job in improving access to care for clinically urgent veterans" and pledged continued efforts to reduce remaining access challenges.
Additional research examining patients with multiple complex concerns that include pain, and the providers who treat them, reveals that care coordination, poor communication, long wait times, rotation of medical trainees, difficulties prioritizing or making decisions about competing medical concerns, lack of access to appropriate care, and limited practice or evidence-based guidelines to inform treatment are salient frustrations [33, 34] . To a greater or lesser extent, each of these is reflected in the present data.
Discordance Between Patient Expectations and Guidelines Governing Provider Behavior
A common frustration of patients with pain in Academic Healthcare Systems, as well as the VA, involves the use of medical trainees [47] . The theme "always a reacquaintance process," was common across all clinic settings but was most pronounced in specialty care clinics. Patients are often seen for short periods of time in specialty clinics, giving them less opportunity to forge the trusting relationships with attendings and ancillary staff that they have in primary care, where the same care team follows them indefinitely, even when they are seen by a resident. This frustration may reflect discordance between patient expectations and guidelines governing provider behavior. Medical trainees are taught to take a thorough history from each patient they see, even when they have access to the EMR and have reviewed it. Current findings suggest that patients are taken aback when a provider with clear access to records takes a thorough history. Findings further suggest that there may be a perception of incompetence where none actually exists-and this perception may undermine patient willingness to be adherent to provider recommendations. Further investigation of this phenomenon is warranted as it may have salient implications for trust, care, and outcomes.
Notably, frustrations with the time-limited nature of referrals for CIH and rehabilitation care (e.g., physical therapy, aquatherapy) also reflect the aforementioned tension between patient preferences and guidelines governing provider behavior, highlighted in the IOM report [9] . For the most part, those using these services had very positive views of them, but the time-limited (e.g., six-or eight-session) authorization meant they could use them only to address acute flares or problems. This concern is salient even in the private sector, where insurance companies also cap the number of visits and, in many cases, fail to reimburse for them at all [48] . Treatments like chiropractic care and acupuncture, though conservative, safe, and effective, are considered "passive" strategies that are indicated primarily for acute concerns like pain flares [49, 50] . Once stabilized, it is generally recommended that patients rely more heavily on more active selfmanagement approaches that involve exercise, stretching, relaxation, and activity pacing.
Tensions between patient preferences and acknowledged guidelines were also evident in the context of medications, as captured by "to medicate or not to medicate," where patients were a) reluctant to take antidepressants, many of which are indicated for the treatment of pain, b) frustrated by provider reluctance to prescribe opioids to those in recovery, c) offended by rules regarding use of opioids (e.g., urine screens, opioid agreements), and d) concerned about efforts to reduce reliance on opioids. A recent report by leading research groups lauded the VA for its emphasis on practicing evidence-based, clinically appropriate care, which was defined in part as avoiding toxic medications [41] . The emphasis on the judicious use of opioids within the VA, via the Opioid Safety Initiative (OSI), has been in response to research suggesting that long-term use of these medications is neither safe nor effective [51] [52] [53] . In a recent report by the Inspector General, it was revealed that veterans receiving private sector health care were more likely to be at risk of opioid abuse in the treatment of chronic pain, relative to those seen within the VA [54] . Current policies dictating prescribing and tapering practices are based on the latest evidence-based research [52, 55] . Tensions regarding the use of medications to treat chronic pain are playing out nationally and are not unique to the VA [56, 57] . One strength of integrated health care systems is the standardization of practices; however, there may be individual differences among providers in terms of adoption of policies (e.g., early vs late adopters) and implementation of standards, particularly when guidelines are evolving, as they are with respect to opioid prescribing. This, coupled with individual differences in communication strategies regarding said changes, can lead to frustration and mixed messages among patients.
Promoting Safe, Effective Pain Care in Integrated Care Settings
It is encouraging that the patients participating in this study were enthusiastic about incorporating more conservative approaches into their routines and utilizing interdisciplinary pain management programs, especially given the current opioid epidemic. The availability of these integrated programs is sparse in the private sector because it is challenging to coordinate specialties and difficult to secure reimbursement [48] . Interest in these modalities and services may reflect the priorities emphasized in integrated health care systems, namely the availability of comprehensive services across the continuum of care, the promotion of patient-centered and guideline-concordant care, the standardization of care delivery, and the availability of interprofessional and interdisciplinary treatment teams [10] . The VA has adopted a standardized Stepped Care Model of Pain Management [58] . This, in combination with its OSI, recommends judicious use of opioids and heavily emphasizes nonpharmacologic and pain self-management approaches [51] . The heightened interest in and appreciation of these modalities, which are acknowledged to be safe, effective, and evidencebased, are also likely a testament to the VA's efforts to make these modalities widely available via its Whole Health Initiative, which emphasizes widespread access to CIH for pain.
Limitations
There are several limitations of the study. First, these data are several years old. As noted above, several initiatives and policy changes have occurred that address many of the concerns noted. Second, VA facilities can vary from site to site. Accordingly, there may be variation in the availability of the various pain treatments and pain management approaches, demographic makeup, and affiliation with academic medical settings. The current sample was drawn from a single, urban academically affiliated medical center in the Northeast. Thus, findings may not be generalizable to all patients using this large integrated health care system to manage pain.
Conclusions
In summary, the findings from this qualitative investigation about patient experiences managing pain using a large integrated health care system reflect many of the concerns highlighted by the IOM, including challenges for women, and many of the difficulties pain patients report in the private sector. Additionally, they reveal some advantages to receiving pain care in the integrated setting and highlight some of the successful pain care initiatives launched within the VA. Finally, findings reflect an ongoing tension between patients and providers that may undermine optimal care. Consistent with IOM recommendations, efforts to enhance provider sensitivity to and knowledge about pain in women, to eliminate logistical barriers, and to enhance patient-centered decisionmaking by educating patients and training providers to communicate more effectively about pain treatment expectations and options may be salient future targets.
